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APPENDIX Ii 


REVIEW: OF HEALTH SERVICE ADMINISTRATION IN 
NEW ZEALAND 1872-1972 


The recent Royal Commission on Social Security finds no public support 
for the view that the New Zealand system of social security has unduly affected 
initiative, sapped self-reliance, or restricted economic, social, or cultural growth 
and development. Rather it has “found public opinion to be marked by the same 
humanitarian approach which has characterised New Zealanders from the 
earliest days of settlement, and generally in support of a system which redistributes 
income and reflects community responsibility for ensuring that no-one fails to 
reach an adequate standard of living”’. 

While health services have evolved along with changing social needs, such 
a humanitarian tradition has led to state involvement in health matters in New 
Zealand from the earliest days of colonisation. 


1840-72: The First Steps 


In the year that British sovereignty was proclaimed, the population of New 
Zealand was estimated at 110,000 Maoris and 2,000 Europeans. Even in 1840 
private attempts were made to commence hospitals. However, it was not long 
before the state assumed some responsibility for such activities. Colonial Surgeons 
giving medical care to the imprisoned, the impoverished, and the insane were 
appointed to each of the principal settlements from 1841. As part of Governor 
Grey’s native policy money was granted to build Government hospitals in the 
main North Island centres of Auckland, Wellington, Wanganui, and Taranaki. 
These colonial hospitals provided treatment for sick and destitute Europeans and 
all Maoris. Eligible patients were admitted regardless of race or status. In 
the South Island, a hospital was opened at Dunedin in 1851, and a similar 
institution existed at Lyttelton about the same time. 

Mental health services began in 1844 in a pauper lunatic asylum attached 
to Wellington Gaol and a gaol hospital at Auckland. The Lunatics Ordinance 
1846 envisaged provision for the insane in state lunatic asylums, the first of 
which was opened at Karori, near Wellington, in 1854. However, poor conditions 
in some institutions prompted a Joint Committee of Parliament in 1871 to 
recommend reorganisation of the asylums service under medical control. 

The Lunatics Ordinance also introduced a de facto state registration of doctors, 
which was given official form in New Munster? in 1849. 

Provincial governments created under the New Zealand Constitution Act 
(U.K.) 1852 soon inherited the hospital and asylum services, while the General 
Assembly legislated on matters concerning the general health of the country. 
Thus, the Vaccination Act passed in 1863 provided for the appointment of 
public vaccinators and made it compulsory for every child to be vaccinated 
before the age of 6 months. Likewise, major legislation was passed concerning 
adulteration of food (1866), medical registration (1867), lunatics (1868), and 
venereal diseases (1869). 


1872-1900: First Public Health Act (1873 population 327,923) 


The discovery of gold in Otago with a great and rapid increase in population 
demonstrated the need for some sanitary control. This, together with a small 
2 te of smallpox caused a minor panic, resulting in the Public Health Act 
1872. 

The local committees set up in ports under various regulations since 1854 
had been known as boards of health. The Act of 1872 supplemented these boards 
with a comprehensive organisation to control public health. Administration was 
placed in the hands of local authorities acting as local boards of health. This 
arrangement lasted for four years. 


1Other Reviews: (1968) Environmental Health, (1969) Maternal and Child Health, (1970) Disease Control 
(1971) School Dental Services. ’ 
Peepert ge ee Royal Commission of Inquiry on Social Security in New Zealand. Wellington, Government 
rinter, y 
*The Constitution of 1846 created two provinces: New Ulster and New Munster. 


A fresh approach was required to all health services when provincial govern- 
ments were abolished in 1876. A new Public Health Act of that year allowed 
local authorities to retain the functions of local boards of health, but the 
provincial central boards of health were replaced by a Central Board of Health 
for the whole colony. The new Central Board of Health existed for 24 years 
but proved to be a singularly ineffective body under its ex officio chairman, the 
Colonial Secretary. 

Direct control of mental hospitals was assumed by the General Government 
in 1876 under an inspector of lunatic asylums. For nearly 10 years many attempts 
tried to rationalise the public hospital system and establish hospital districts 
supported by local body contributions. Bills tabled between 1877 and 1881 made 
no progress. The only move to remedy the situation was the appointment in 1880 
of Dr F. W. A. Skae as first Inspector of Hospitals. Skae was also Inspector of 
Lunatic Asylums. The two positions remained fused until 1907. In 1882 Skae was 
succeeded by Dr G. W. Grabham, whose initiative and energy influenced 
extensively the improvement in hospital control. Finally, in 1885, the first Hospitals 
and Charitable Institutions Act was passed. 


1900-20: Minister of Public Health (1901 population 817,853) 


A pandemic of plague originating in China in 1894 spread through the 
South Pacific and reached Sydney in 1900. The fear of plague resulted in the 
appointment of a Sanitary Commission and this, in turn, led to the Public 
Health Act 1900. This was a critical step. An efficient central public health 
administration was established under a Minister of Public Health, this being 
the first one in the Commonwealth.. The Department of Public Health came 
into being early in 1901. The new Act curtailed the autonomy of local authorities 
in public health matters. Full-time salaried Government medical officers were 
appointed with extensive powers to coerce local bodies. 

The position of Chief Health Officer was filled in December 1900 by Dr J. M. 
Mason, who had been native medical officer in Otaki from 1895 to 1899. 
He collected around him a nucleus of extremely able health officers, since a 
far sighted and unique provision of the Act ensured that every District Health 
Officer should have special knowledge of sanitary and bacteriological science. 
The Public Health Department’s activities in the early stage were confined to 
environmental health and fell far short of the present concept of the depart- 
ment with its co-ordinating role in all preventive and curative medicine. 
Nevertheless, the 20 years of the Department’s existence witnessed tremendous 
changes in health services. 

Both as a native health officer and as a Member of Parliament, Dr (later 
Sir) Maui Pomare pleaded and worked for the health and well-being of the 
Maori people. Through his efforts the Tohunga Suppression Act 1907 was 
passed. Maoris were henceforth protected from persons pretending to possess 
supernatural powers in the treatment or cure of any disease. In 1911, the 
native medical service was transferred from the Native Department to the 
Department of Public Health. 

During this period there was a more or less constant flow of legislation. 
In addition to medical practitioners, state registration had been extended to 
dentists and pharmacists in 1880. Now nurses (1901), midwives (1904), and 
plumbers (1912) were brought within its scope. Special enactments also 
controlled quackery, poisons, and the sale of food and drugs. In 1913 a scheme 
for the medical inspection of school children was instituted under the Education 
Department. Such a scheme had first been prepared under Government instruc- 
tion in 1904, but was not put into operation. (Provision for medical inspection 
of children in elementary schools of the United Kingdom was made in 1907.) 
_ Important developments occurred rapidly in hospital matters, In 1907 the 
inspectorate of psychiatric and general hospitals was separated. The Hospitals 
and Charitable Institutions Act 1909 brought under elected hospital boards 
functions previously administered by charitable aid boards and semi-voluntary 
institutions. The Hospitals Department, which had also dealt with private hospitals 
and nursing matters, was amalgamated with the Public Health Department. 
Hospital construction then began to receive close and expert supervision. From 
1905 State operated St Helens Hospitals were opened to provide maternity services 
for wives of working-class men. Prevention and treatment of tuberculosis was 


sstaguely tackled by the establishment of sanatoria in the North and South 
slands. 


World War I presented particular problems for the department and as the 
war concluded the influenza pandemic struck New Zealand. This resulted in 
an Influenza Epidemic Commission being set up in 1918. That Commission’s 
recommendations to improve Departmental staffing and efficiency were a further 
milestone in the history of health administration. 


1920-38: Director-General of Health (1921 population 1,271,664) 


The review stemming from the report of the Influenza Commission led to 
the Health Act 1920. A Director-General of Health replaced the Chief Health 
Officer and the modern framework of the Department of Health was created. The 
department began to acquire new functions related to health. 


In 1921 the medical inspection of school children together with the recently 
established school dental service was transferred to the Department of Health. 
These services were greatly expanded during the 1920s. Infant and child health 
received further attention from the work of the Plunket Society founded in 
1907, the formation of health camps for delicate children (1919), and the 
provision of free milk in schools (1937-67). More emphasis was given to maternal 
welfare and health education. 


New functions involved altered administrative patterns. Divisional directors 
were appointed for child welfare, school, and Maori hygiene. Increased personnel 
were employed and new health districts created. 


More traditional departmental activities also underwent change. Some hospital 
boards were amalgamated, and the department paid close attention to the 
finances of all types of hospitals, working through the Hospital Boards’ Associa- 
tion. Nursing was co-ordinated under a Nurses and Midwives Board, and a 
post-graduate course established. State registration included masseurs and 
opticians. Co-operation with the New Zealand Branch of the Royal Sanitary 
Institute (now known as the Royal Society of Health) helped to improve 
sanitation, water supply, and sewerage systems. A reconstituted Board of Health 
and the Medical Research Council were given powers affecting all areas. 


1938: Social Security (1938 population 1,604,479) 


Changes of far-reaching importance relating to medical, hospital, and other 
treatment benefits were heralded in Part III of the Social Security Act which 
was passed in September 1938. 


The application of medical benefits under the Act required the department to 
undertake new responsibilities. Principal health benefits became operative as 
under: 


Benefit Date 

Treatment in State mental hospitals 28 Tet ssotl LL Aprih1939 
Maternity benefits a . a le .. 15 May 1939 
Hospital (in-patients) benefits ay fi bh iit lelsjuly 1939 
Hospital (out-patients) benefits sh os ne .. 1 March 1941 
Medical benefits (capitation scheme) res 33 .. 1 March 1941 
Pharmaceutical benefits .. =: ae ie -. 5 May 1941 
General medical services (alternative to capitation scheme) .. 1 November 1941 
X-ray diagnostic services .. af a ot: «. -1] August 1941 
Physiotherapy benefits " re - he .. 1 September 1942 
District nursing services .. ah sfc -3 .. 1 September 1944 
Domestic assistance “t - out a .. 20 December 1944 
Laboratory diagnostic services av v ee tet, dr April, 1946 
Dental benefits .. . ve “3 ue seyooy Lyk ebeuary, 4947 
Hospital out-patients benefits for artificial aids— 

Contact lenses .. a Be mi fy .» |, 1 June,1947 

Hearing aids .. is hs ay oa .. 1 November 1947 

Artificial limbs td He gs + .. 1 April 1948 

Surgical footwear 7 - 45 K, .. 1 December 1951 

Ileostomy and colostomy bags... “& oe ain ae Goo 
Specialist consultation benefit AY Mis 3 .. 1 October 1969 
Rural practice bonus on ats i oe .. 1 October 1969 
Increased G.M.S. benefit for social security beneficiaries and 

pensioners $s “ ap te ss .. 1 October 1969 
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Inset 


Social security medicine was implemented immediately prior to and during 
the Second World War. Wartime activities placed considerable strain on depart- 
mental administration. With reduced staff the Health Department had to organise 
medical examinations for armed services recruits, and arrange for the treatment 
of sick and wounded servicemen both in New Zealand and overseas. The 
department was also in charge of details relating to the mobilisation of doctors 
and nurses and the recruitment of nursing auxiliaries. Under the Emergency 
Precautions Scheme the department was responsible for administering emergency 
hospitals and public health. 

During the first post-war decade, departmental activities were greatly magnified. 
In 1947 the Mental Hospitals Department was merged with the Department of 
Health to become a Division of Mental Hygiene. A Medical Statistics Branch 
(now the National Health Statistics Centre) was established in 1948, to be 
followed a year later by the National Health Institute for investigating problems 
of preventive medicine. The Cancer Campaign Society’s Dominion X-Ray and 
Radium Laboratory became the National Radiation Laboratory in 1951. Mobile 
X-ray units and industrial health centres introduced new concepts of preventive 
care in tuberculosis and occupational health. These trends were recognised when 
the Health Act was consolidated in 1956. 

A new Hospitals Act was also needed when the Government decided to phase 
out all rating contributions by local authorities between 1951 and 1957. Since 
then hospital boards have been financed almost entirely from central Govern- 
ment sources. At the same time, concern for the aged was given practical 
expression in subsidy schemes to assist religious and charitable organisations 
to provide homes for the care of the aged and to help local bodies providing 
pensioner housing. 


1972: General Organisation and Salient Features 


Direction, planning, and supervision of health services is the responsibility of 
the Minister of Health who controls a career service department headed by a 
medical Director-General of Health. 

Head Office administration is organised under bureaux, each of which is 
headed by a Deputy Director-General of Health. A chart (see fig. 3) of the 
functions and responsibilities of the head office of the department outlines the 
salient organisational features. 

The executive responsibilities of the department lie principally in those fields 
of public health requiring professional or technical staff which local government 
could not be expected to employ, or in fields which are clearly the responsibility 
of central Government. For the department’s purposes, New Zealand is divided 
aie, 18 health districts (see fig. 1), each under the control of a Medical Officer 
of Health. 


Thirty independent districts are governed by an elected hospital board (the 
Otago Hospital Board having, in addition, appointed representatives of the 
University Council). Hospital boards, while financed by central Government, 
control all general public and psychiatric hospitals. The department’s maternity 
hospitals and that for the treatment of rheumatic disorders had all been trans- 
ferred to hospital board administration before psychiatric and psychopaedic 
hospitals followed them on 1 April 1972. The sole departmental psychiatric 
hospital is now Lake Alice Hospital, which houses the security unit for psychiatric 
patients. 

A decade ago 33 percent of the population was served by departmental in- 
spectors of health on a repayment basis by local authorities. This figure has 
now been reduced to 3.1 percent. Environmental health responsibility has now 
been substantially delegated to local bodies supported by Government subsidy. 
The Minister is represented on a variety of boards and councils whose functions 
affect the public health. Ad hoc or continuing statutory committees to advise the 
Minister make full use of other Government agencies, university, local govern- 
ment, and professional and technical organisations. Scientific support comes from 
the National Health Institute, the National Radiation Laboratory, and the 
National Audiology Centre of the department, the Medical Research Council 
and other Government resources. 


*The only other institution run by the department is the Queen Mary Hospital, Hanmer Springs. The 
non fee ey Hospital Board is at present investigating the possibility of accepting responsibility 
or this hospital. 
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Standards of professional education are laid down by appropriate professional 
councils or boards on which the department is represented. The Medical Council 
and Nursing Council (replacing the Nurses and Midwives Board) have been 
established as autonomous agencies. Proposals for establishing the Dental Council 
and Plumbers and Gasfitters Board on a similar basis are well developed. Actual 
training is conducted by universities in medicine, dentistry, optometry, pharmacy, 
clinical psychology, and nutrition. Post-graduate training is offered in public 
health for doctors, dentists, veterinarians, and engineers. Technical institutes 
undertake education in pharmacy, chiropody, laboratory technology, and 
occupational therapy. They also train health inspectors and dental technicians. 
Nurses, physiotherapists, and radiographers are trained by hospital boards. 
Both nursing and physiotherapy education are currently under review and 
likely to become education service based. The Department of Health teaches 
school dental nurse trainees and operates the Advanced School of Nursing 
Studies. 


Health coverage is complete. Today there are 229,000 Maoris in a total 
population of 2.9 million. Three thousand eight hundred and one medical 
practitioners! render medical services. Public health nursing services are carried 
to the most inaccessible areas and good communications make the most specialised 
medical facilities available to all. 


Current Trends 


The Department of Health suggested to the Royal Commission on State 
Services (1961-62) that in addition to their present functions hospital boards 
should take over the administration of the department’s maternity and mental 
hospitals and some district office programmes. Appendix III of the 1970 annual 
report gave a more detailed list of functions which could be transferred. The 
second column shows the progress that has since been made: 


(a) To Hospital Boards: 


Annual licensing of private hospitals .. Being examined by a Board of Health 
Committee. 
Surveillance of tuberculosis patients .. . Four pilot schemes being evaluated. 


Administration of medical services in 
special areas :} ote ia 

Administration of occupational health 
centres .. “a op .. Under discussion. 

Administration of child health clinics .. To be proceeded with later this year. 

Administration of cerebral palsy services Transferred. 


Largely completed. 


Ultimately, the administration of all medical benefits (except pharmaceutical) under 
the Social Security Act will be transferred. 


(b) To Local Authorities and other Agencies: 


Registration of homes for the aged .. Agreed in principle. 
Training of Occupational Therapists .. Now at the Central Institute of 
Technology. 


Administration of the youth hostel subsidy Being taken up with the new De- 
scheme .. ok he , partment of Social Welfare. 


The Future of Health Service Administration 


In its submissions to the Royal Commission on Social Security the Department 
made the observation: 


It is fairly widely accepted that the mere establishment of fixed cardinal 
points has, in itself, accelerated accomplishment and, progress and while it is 
recognised that immediate acceptance of all these proposals (particularly that 
relating to medical benefits) is unlikely, it is believed they should become a 
target for the second development decade we are now entering with the 
clear aim of establishing (on the basis of the existing hospital board structure 
but after reduction to about 20 boards has been effected) an elected district 
authority responsible for the overall delivery of medical care. 


2Annual practising certificates issued by the Medical Council in March 1972. 
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The Department of Health believes that no person should be denied medical 
services because of inability to pay. Recommendations of the Royal Commission 
develop this objective further. The commission reached three fundamental] con- 
clusions— 


(1) It saw no advantages and some positive disadvantages in changing to 
health insurance. 


(2) It believed the basic aims of universal benefits and readily accessible 
service at all levels should be preserved. 


(3) It foresaw significant changes in the delivery of medical services coming 
in New Zealand and overseas. 


The commission drew attention to overseas views that when the state con- 
tributes to doctors’ incomes some control of fees is inevitable, and recommended 
that machinery for fee-fixing be developed, after which G.M.S. benefit rates 
should be increased, and regularly reviewed. For special groups of citizens 
(people 65 years and over, children before their tenth birthday, income-tested 
beneficiaries, economic war pensioners and their dependents) the commission 
believed a G.M.S. fee should be in full settlement and the specialist consultation 
benefit increased. 


In addition, the Royal Commission proposed free immunisation of children 
up to age 16, a specialist follow-up for chronic diseases, some adjustment to supple- 
mentary and other benefits, and the introduction of new _ psychotherapy, 
orthodontic, and chiropody benefits. 


The Royal Commission of Inquiry into Hospital and Related Services should 
help further to develop an effective health service administration whose aim is 
to promote and ensure the highest level of health attainable for every person 
in an environment which contributes positively to individual and family living. 


Planning Principles and Developments! 


During the nineteenth century public health administration was either non- 
existent or practised in an inept manner. Those local authorities designated 
boards of health received little guidance or direction from central Government. 


Since then, New Zealand’s approach to medical care service problems has 
generally been pragmatic. Little investigation preceded such developments. The 
fear of plague epidemic in 1900 led to the establishment of a strong central 
department under a Minister of Health, at the same time curtailing the autonomy 
of local authorities in public health matters and establishing a career Govern- 
ment medical service. The period 1900 to 1920 showed steady consolidation of 
health services once the basic structure had been created. Preventive and 
curative medicine were linked when the Hospital and Charitable Institutions 
Department was merged with the new Department of Public Health. 


Once more an epidemic led to a review and reorganisation in 1920. Now that a 
well-established and capable department was functioning, the process of devolution 
commenced. Local authorities were given more responsibility for environmental 
health? and encouraged to employ appropriate staff. Meeting new needs and 
changing public attitudes, the department strengthened its professional resources, 
intensified health education, sponsored the Medical Research Council, and 
extended the number of groups subject to professional registration. 


State responsibility for medical care had been assumed since the days of 
the colonial surgeons and colonial hospitals. The country had launched its own 
national health service before Beveridge summarised the philosophy of the age 
by emphasising his assumption that there should be available for every citizen 
whatever medical treatment he requires. The preamble to the constitution of 
the World Health Organisation (1946) developed this philosophy. State responsi- 
bility for medical care began to take its present form in 1938. By 1947 when 
the Departments of Mental Hospitals and Health were combined, all com- 
munity health services were brought under the Minister of Health. 





1See figure 2. 


‘ “ th: assy P : ‘ 
Mae bas i Age Hh Se Responsibilities of Local Government” (Report Series No. 11). Wellington, 


Current emphasis is on delegation downwards controlled by accountability 
upwards. Supported by adequate programmes of research and education, progress 
must continue in environmental health, family health, disease control, accident 
prevention, and delivery of medical care. Present aims of the Department of 
Health are: 


1. To develop local authority responsibility for environmental health (including 
training subsidies for health inspectors and post-graduate public health 
engineering). 


2.To maintain a well-qualified career public health service which sets standards 
and advises local authorities on environmental matters. It will also 
administer programmes related to Central Government responsibility such 
aS quarantine and communicable disease control, food and nutrition, 
control of narcotics, poisons and drug abuse, and occupational health. 
It will emphasise environmental protection (radiation protection, air 
pollution, noise control, water and soil pollution!) and family health. 


3.To develop, on the basis of existing hospital boards (reduced in number 
to about 20) the concept of a unified medical care delivery service 
administered by a single health authority in each area. Such “health and 
hospital boards” would recognise the nature of today’s medicine which 
demands arrangements for health care to be seen as a single system. 
Administrative integration is recognition of a concept. No longer can 
the future of general practice and hospital work be effectively considered 
in isolation from one another, nor can the essential features of community 
medicine be separated from the clinical services. Practitioners involved in 
these aspects are not separated medical professions each going its own 
way, but part of one profession discharging a range of responsibilities. An 
integrated service will call for both support and advice from an integrated 
profession, in some type of “‘academy of medicine’’. 


4.To equip the department so that it can effectively discharge responsibility 
for the direction of policy and determination of priorities, having regard 
to advice from appropriate sources, and for general financial control, the 
allocation of financial resources, and the evaluation and surveillance of 
the efficiency of management. 


5. To encourage boards and councils concerned. with professional education 
and discipline to become autonomous. At the same time education for 
the health professions not already in the hands of appropriate educational 
authorities would be encouraged to develop in that direction. 


IN.Z. Board of Health “Air Pollution” (Report Series No. 15) 1970. 
N.Z. Board of Health “‘Grading of Public Water Supplies in N.Z.”? (Report Series No. 16) 1970. 
National Radiation Laboratory: Annual reports and other publications. 
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SCHEDULE 


List of principal Acts administered by the Department of Health: 


Alcoholism and Drug Addiction Act 1966. 
Burial and Cremation Act 1964. 

Dental Act 1963. 

Dietitians Act 1950. 

Food and Drug Act 1969. 

Health Act 1956. 

Hospitals Act 1957. 

Human Tissue Act 1964. 

King George the Fifth Memorial Children’s Health Camps Act 1953. 
Maternity Mortality Research Act 1968. 
Medical and Dental Auxiliaries Act 1966. 
Medical Practitioners Act 1968 

Medical Research Council Act 1950. 
Mental Health Act 1969. 

Narcotics Act 1965. 

Nurses Act 1971. 

Occupational Therapy Act 1949. 
Opticians Act 1928. 

Pharmacy Act 1970. 

Physiotherapy Act 1949. 

Plumbers and Gasfitters Registration Act 1964. 
Poisons Act 1960. 

Radiation Substances Act 1949. 
(Radiation Protection Act 1965) 

Social Security Act (Part II) 1964. 
Tuberculosis Act 1948. 


Figure 1—Health Districts 
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POPULATIONS 1971 


Whangarei __ ----. 95,813 
Takapuna ee --- 212,959 
Auckland __..... 289,406 
South AychAnd 194,291 
Hamilton .. 245,151 
Rotorua .. 163,047 
Gisborne = 62,70 
Napier 111,426 
New Plymouth... 93,116 
Wanganui a 87,993 
Palmerston North 133,776 
Hutt (uslinetos . 

Wellington _ ...... 177,293 


Christchurch 4.D. 
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POPULATIONS 
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